The aim of this study was to explore the compatibility of clinical prediagnosis and histopathological diagnosis of skin punch biopsies at the Pathology Department of Ankara Atatürk Training and Research Hospital, Yıldırım Beyazıt University, Turkey. Several factors may change the appearance of a typical lesion because the skin is open to the external environment, and clinical diagnoses may be difficult. As a result, the histopathological assessment of skin punch biopsies and the support given by clinicians to the pathologist are extremely important.
INTRODUCTION
The typical signs of dermatological diseases have various causes. Moreover, the same etiological factors may lead to different kinds of eruptions. Hence, it may be difficult to comment on the clinical signs. Pathological examination supports the clinical data in such cases (1) .
Clinical data are important in certain cases of inflammatory dermatosis because their histopathological appearances are similar. Especially the diagnosis of inflammatory dermatosis is primarily dependent on clinical data (1).
For these reasons, dermatologists and pathologists should work in coordination with each other. If the dermatologist has knowledge about basic dermatopathological patterns, such as psoriasis and pityriasis rubra pilaris when psoriasiform dermatitis is mentioned, compatibility increases. Similarly, if a pathologist has knowledge about dermatosis with pustular lesions or vesiculobullous lesions, compatibility increases.
Clinicopathological Compatibility Rates with Regard to Skin Punch Biopsies
This study aimed to determine the age, gender, and clinical prediagnosis of patients who had undergone a punch biopsy at dermatology outpatient clinics and also to evaluate the correlation between these prediagnoses and histopathological diagnoses.
MATERIALS AND METHODS
The diagnoses and clinical data of 2967 punch biopsies, which were analyzed at the Pathology Department of Ankara Atatürk Training and Research Hospital, Yıldırım Beyazıt University, Turkey, between the years 2006 and 2015, were retrospectively evaluated from hospital archives. Pathological diagnoses were grouped according to the inflammatory reaction patterns determined and described in Weedon's Textbook of Dermatopathology (Table 1) . The diseases were grouped according to their pathological diagnoses; inflammatory dermatosis; their lichenoid reaction pattern (interface dermatitis) (lichen planus, lichen planus variants, lichen niditus, lichen striatus, lichenoid drug reactions, fixed drug reactions, erythema multiforme, lupus erythematosus and variants, lichen sclerosus et atrophicus, pityriasis lichenoides, and so on); their psoriasiform reaction pattern (psoriasis, pityriasis rubra pilaris, lichen simplex chronicus, and so on.); their spongiotic reaction pattern (allergic and irritant contact dermatitis, atopic dermatitis, pityriasis rosea, seborrheic dermatitis, nummular eczema, stasis dermatitis, and so on); their vesiculobullous reaction pattern (intracorneal, subcorneal, intraepidermal, suprabasillar, and subepidermal blisters); their granulomatous reaction pattern (sarcoidal, tuberculoid, necrobiotic. and so on.); their vasculopathic reaction pattern (urticarias, acute vasculitis, eosinophilic vasculitis, granuloma faciale, neutrophilic dermatosis, Sweet's syndrome, chronic lymphocytic vasculitis, pigmented purpuric dermatosis, pityriasis lichenoides, erythema annulare centrifugum, perniosis, pyoderma gangrenosum, and so on); disorders of epidermal maturation and keratinization (palmoplantar keratoderma and other genodermatosis); disorders of pigmentation (hyper-and hypopigmentation disorders); disorders of collagen (scleroderma, sclerodermoid disorders, perforating collagenoses, and other hypertrophic collagenoses); disorders of elastic tissue; cutaneous deposits (amyloidosis, calcinosis, bone and cartilage, and so on); panniculitis; diseases of cutaneous appendages (folliculitis, alopecias, pilosebaceous and apocrine disorders); reactions to physical agents (polymorphic light eruption, phototoxic dermatitis); cutaneous drug reactions; disorders of papillomatosis; infections; infestations; and tumors. Then, the compatibility rates of clinical prediagnosis were researched in the pathology reports focusing especially on the first three prediagnoses. If no correlation existed between the pathology results and prediagnoses, it was determined as incompatible. Also, the compatibility rates between the two pathologists interested in dermatopathology and all the other pathologists in the department were evaluated.
RESULTS
A total of 2967 punch biopsies were evaluated at the pathology department between the years 2006 and 2015; 2762 (93.09%) were diagnosed with inflammatory dermatosis and 205 (6.9%) with tumors. Also, 55.9% of these cases were female, and 44.8% were male (Table 1) . Their mean age was 44 years. Almost half of these cases were evaluated by the pathologists interested in dermatopathology. Spongiotic dermatosis was noted most commonly in 675 cases (22.75%) inflammatory dermatosis and benign tumors were seen most commonly in 117 cases (3.9%) ( Table 2 ). The compatibility rate between clinical prediagnosis and pathological diagnosis was 85.77%; 65.75% of the cases were compatible with the first three prediagnoses. The compatibility rate of inflammatory dermatosis was 93.09%. The most common compatibility with prediagnosis was seen in epidermal maturation and keratinization (8/8) and elastic tissue lesions (2/2) at a rate of 100%. The most common compatibility with the first three prediagnoses was seen in alopecia at 84.82% and amyloidosis at 83.33%. The least common compatibility with prediagnosis was seen in infections and infestations at 68.85% and folliculitis at 70.93%. The least common compatibility with the first three prediagnoses was seen in cutaneous deposits at 50% (2/4) and elastic tissue The first three diagnosis 1827 66.14 lesions at 50% (1/2) ( Table 3 ). The compatibility rate of cases evaluated by the pathologists interested in dermatopathology was 77.9%, and the compatibility rate of the cases evaluated by the other pathologists was 77.6%. The compatibility rate with the first three prediagnoses was found to be 71.6% in cases evaluated by the pathologists interested in dermatopathology and 47.9% when evaluated by the others.
DISCUSSION
Histopathological examination is the gold standard diagnostic method in dermatology. Biopsy is avoided for cosmetic reasons in certain cases such as pediatric patients and patients with lesions on facial regions (2) . In fact, a biopsy is performed to diagnose, stage the disease, and evaluate the response of treatment (3). This review concluded that without basic knowledge of dermatology, the clinicopathological correlation was compromised (8) . Besides the differences between dermatologists and other clinicians regarding clinicopathological compatibility, differences also exist between pathologists and non-dermatopathologists. The present study found that the compatibility rate of cases evaluated by pathologists interested in dermatopathology was 77.9% and the compatibility rate of the cases evaluated by the other pathologists was 77.6%. The compatibility rate with the first three prediagnoses was 71.6% in the cases evaluated by the pathologists interested in dermatopathology but only 47.9% in those evaluated by other pathologists. The compatibility rates with the first three prediagnoses were found to be higher as far as the pathologists interested in dermatopathology were concerned.
In conclusion, it is thought that clinical data from dermatologists helps the pathologist to reach a more accurate diagnosis and increase clinicopathological compatibility. Furthermore, the active interest of pathologists in dermatopathology also contributes positively in this situation.
